always be completely inserted into the stent. An overinflated portion of the balloon outside the stent tended to obstruct withdrawal; partial deflation to relieve this allowed the stent to slip off the balloon. Since the 2.5 cm balloon has been used only one failure has occurred. Insertion of the catheter into the lumen of the duodenal end of the stent and passage of a guidewire up even clinically blocked stents is virtually always achievable. The technique allows extraction of either 10 or 11.5 Fr stents of all lengths. Although the anchoring flap on the stent which lies above the level of the tumour everts when the stent is withdrawn into the endscope this does not obstruct withdrawal. If the balloon should become dislodged from the stent, deflation and repositioning is easily achieved even if the stent is within the endoscope. In all but one patient in this series managed with the 2.5 cm balloon, stent replacement has been successfully accomplished without complication.
Discussion
No information is available on how frequently stent replacement fails, although the experience at this hospital indicates that in approximately 10% of patients difficulty will be encountered in recannulating the papilla or the tumour for stent reinsertion. This may at least lead to repeat endoscopic retrograde cholangiopancreatography and has led to the need for combined percutaneous and endoscopic procedures to replace the stent. It may be that endoscopic sphincterotomy before initial stent insertion allows easier stent replacement, but stents can usually be inserted through the intact papilla thus avoiding the possible complications of sphincterotomy. 
